Therapeutic paracentesis is considered to be a relatively safe procedure and is performed commonly for the control of massive ascites in patients with liver cirrhosis. The commonest puncture site, approximately 4 or 5 cm medial of left anterior superior iliac spine, can be located across the route of the inferior epigastric artery, which is one of the sites of potential massive bleeding. In a 46-year-old woman with liver cirrhosis and refractory ascites, a huge abdominal wall hematoma developed after therapeutic paracentesis. The patient was not stabilized by conservative treatment, and inferior epigastric artery injury was confirmed on angiography. Angiographic coil embolization of the inferior epigastric artery was conducted, after which the bleeding ceased and the hematoma stopped growing. This case indicates that physicians performing paracentesis should be aware of the possibility of inferior epigastric artery injury and consider early angiographic coil embolization when a life-threatening abdominal wall hematoma develops. (Korean J Hepatol 2011;17:233-237)
INTRODUCTION
During the paracentesis, left lower quadrant of abdomen, especially the site 4 or 5 cm medially apart from anterior superior iliac spine, is a common site used for needling. 1, 2 If the paracentesis is performed under the sterile condition with appropriate manner, complications such as infection, bleeding and perforation rarely occur and usually have relatively good prognosis which need only supportive care. 3, 4 Inferior epigastric arteries originated from external iliac artery go up to umbilicus and across the inguinal ring. It can be often injured by invasive procedure, like as paracentesis, retension suture, or peritoneal dialysis catheter insertion or removal. Once the inferior epigastric arteries and its branches are injured by invasive devices, direct hematoma or hemoperitoneum can occur in an instant or late pseudoaneurysm formation and its rupture.
Although the paracentesis is considered a less invasive method comparing with other procedures, it is the second most common reason for inferior epigastric artery injury following abdominal retension suture. 5 Main reasons can be suspected following two; first, paracentesis is performed repetitively at the similar site, left lower quadrant which might be the course of inferior epigastric artery. Second, paracentesis is mainly indicated for the patients with advanced liver cirrhosis who could have sufficient collateral vessels with increased chance of injury and coagulopathy with thrombocytopenia.
To date, the cases of the injury and rupture of inferior epigastric arterial pseudoaneurysm owing to repetitive paracentesis have been reported. However, the case of bleeding by direct injury of native inferior epigastric artery without aneurismal formation has not been reported. 6 We here report a case of patient with advanced liver cirrhosis who was developed a huge abdominal wall hematoma by therapeutic paracentesis and was treated successfully with transcatheter coil embolization of left inferior epigastric artery. (Fig. 1B) . A contrast enhancement seen in the abdominal wall suggested muscular arterial injury with contrast leak (Fig. 1C) .
CASE REPORT
Two days after paracentesis, despite massive transfusion, with the 3 pints of packed red blood cells and 2 pints of fresh frozen plasma, hemoglobin was still 7.2 g/dL and the abdominal hematoma seemed to be more expanded than the day before. An urgent transcatheter angiography with embolization was performed.
After the puncture of right femoral artery, the introducer sheath was located on abdominal aorta. When the contrast media passed the left external iliac artery and its daughters, left inferior epigastric artery and left circumflex artery via the pig tailed C A B catheter ( Fig. 2A) , the extravasation from left inferior epigastric artery and its branches was detected (Fig. 2B) . Through the superselection with microcathter, two of 3 mm × 2 cm sized coils, one of 5 mm × 2 cm sized coil and one of 6 mm × 2 cm sized coil were implanted at the branches of left inferior epigastric artery. The leak of contrast media was not observed after the procedures (Fig. 2C) .
Two days after the coil embolization, the vital signs and hemoglobin level were stabilized, and the size of the hematoma was decreased. However, total bilirubin increased up to 10.0 mg/dL, serum ammonia was 66 umol/L, the grade I hepatic encephalopathy was developed and the patient was treated with lactulose enema and nutritional support. At the 13 th day after embolization, the patient was discharged with improvement of hepatic encephalopathy. 
DISCUSSION

